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Surveyor: 18886

A recertification survey was conducted from July
18, 2011 through July 20, 2011, utilizing the
fundamental survey process. A random sample
of three clients was selected from a population of
| five males with various levels of nteilectual and
" developmental disabilities.

The findings of the survey were based on
observations at the group home and at one day
program, interviews cliants and staff and the
review of dlinical and administrative records,
including incident reports.

483.430(e)(4) STAFF TRAINING PROGRAM

W 194

| Staff must be able to demonstrate the skills and

lechniques necessary to implement the individual '

program plans for each client for whom they are
responsible.

This STANDARD is not met as evidenced by:
Surveyor: 18886
Based on observation, staff interview and record
: verification, the facifity failed to demonstrate
: competency in implementing clients eating
precautions protocol, for one of the three clients
included in the sample. (Client #2) _

The finding includes:

- During meal observation on July 18, 2011, at 6:03
p-m., Client #2-was observed eating dinner. After
he completed his meal, he went to the living
room and laid on the fiving room floor. Seconds
later, a direct care support staff pufled a blanket
out and asked the client to lay on it.
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W 1984 Continuad From page 1 W1945 W 194
- The speech and language
Interview with the direct care staff on July 18, pathologist will in-service
to lay on'the floor. Interview with the qualified sf -n pot T § ! I
intellectual disabilities professional (QIDP) at 6:45 | of eating protocols for a
p.m., indicated that he is aliowed to lay on the clients in the facility
: ﬂoor however the staff musthensune thata - Training on mealtime
‘ bianketimat is placed under him protocols/guidelines will
; Review of the Client #2's meattime guidelines be conducted by the
dated m% gg July 18, 20'&: diont s to speech and language
. appro :30 a.m., revea e is .
| maintain an upright position for at least one hour pathologist quarterly to
after meal. enhance staff capability
Interview with the QIDP on July 19, 2011, at in implementing the
n on 3 , .
approximately 11:00 a.m., confirmed that the guidelines outlined
facility failed to Implement Client #2's eating - Once weekly for the next
protocol. : three months, the
W 227 | 483.440(c)(4) INDIVIDUAL PROGRAM PLAN w227 facility’s House Manager
The individual program plan states the specific will monitor staff during
objectives necessary to meet the client's needs, meals to ensure that all
| as ld::l:yd bymecompr&her;s;‘vz assessment mealtime guidelines are
requr paragraph (c)(3) o Bectic adhered to as outlined 09/04/11
: ! This STANDARD is not met as evidenced by:
Based on observation, interview and record |
review, the facility failed to ensure that the
Individual Program Plan (IPP) included objectives - ;
to meet the client's needs as recommended from :
the comprehensive functional assessments, for :
one of the three clienis In the umple (Chentsﬂ ]
and #3) i
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W 227 | Continued From page 2 w227/ | w227, 1
The findings include: - The Qualified intellectual
1. During dinner observations on July 18, 2011, Disabilities Professional
at 6:00 p,m., revealed Client #1 with missing top (QIDP) will review dental
geem. |l:iEM§W %ﬁé’:ﬂm tg:t he consults for all clients in
oes not require a re during’ .
meals. the_fa_tcnhty
- Individual Program Plan
; zag:;ewbg Client :t‘l 's medical uyreoords 450n July 18, (IPP) of tooth brushing
. inning at approxima 45 a.m., -
reveaied a dentat consultation form dated wf" be developed for
February 8, 2011. The consultation form noted Client #1 and others
that the dlient had heavy tarter with heavy affected by this
bleeding. it was recommended that he needed deficiency
assistance with brushing his teeth two to three _ .
times pet day. ; - The QIDP will train staff
c" Com 2 ! on implementation of the
Review of the Client #1's munity & Home
Life Assessment dated October 6, 2008, on July program goals .
119, 2011, at 10:00 a.m., revealed a section - Program goals will be
iabeled 3;! hygiene. The assessment indicated ! reviewed quarterly by the
that the client required physical assistance to : [
brush his teeth thoroughly and flossing. Review | QIDP for progress or lack
of the IPP dated October 5, 2010, on July 19, of progress and
2011, at 11:00 a.m., revealed no evidence of modification made as
training programs to address the aforementioned d d fit. — -
recommendations inciuded in the comprehensive cemet fit |-99/04/11
functional assessment. :
- The qualified intellectual disabilities professional
" (QIDP) verified on July 19, 2011, at approximately '
i 12:45 p.m., that no training programs had been
deveioped for the client to participate in a
toothbrushing program as recommended in the
assessments.
2. During dinner observations on July 18, 2011,
at 6:03 p.m., revealed Client #3 eating a finely
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEQICARE & MEDICAID SERVICES

PRINTED: 08/05/2011
FORM APPROVED
OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
4 A BUILDING
09G056 8. WiNG 07/20/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
1321 EMERSON STREET NW
COMP CARE 11 | WASHINGTON, DC 20011
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES ' PROVIDER'S PLAN OF CORRECTION 6)
PREFIX (EACH DEFICEENCY MUST BE PRECEDED BY FULL i PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) . TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
1 DEFICIENCY)
W 227 | Continued From page 3 W27 1w 227,2
chopped dinner. He was aiso observed with - The Qualified Intellectual
::':ts' hzgdoes required a ﬁ:lneﬂ];té\heopst:;fdlgd‘;a ed Disabilities Professional
(QIDP) will review dental
Review of Client #3's medical record on July 19, consults for all clients in
2011, beginning at approximately 2:50 p.m., : the facili
revealed a dental consuttation form dated March - e factlity
15,2011. The consultation formn noted that the i - Individual Program Plan
; client had heavy tarzrmg moderate bleeding. it (IPP) of tooth brushing
was recommended that he needed assistance will be developed for
with brushing his teeth two to three times per day.
Client #3 and others
Review of the Client #3's Community & Home affected by this
e Assessment dated January 9, 2009, on July deficien
18, 2011, at4:00 p.m., revealed a section labeled | <y . .
oral hygiene. The assessment indicated that the - The QIDP will train staff
client required physical assistance to brush his on implementation of the
 teeth thoroughly and flossing. Review of the IPP program goals ;
dated January 11, 2011, on July 19, 2011, at 4:30 - . ‘
p.m., revealed no evidence of training programs - Program goals will be !
- to address the aforementioned recommendations reviewed quarterly by the
; included in the comprehensive functional QIDP for progress or lack
assessment.
of progress and
The QIDP verified on July 18, 2011, at modification made as
approximately 12:45 p.m., that no training deemed fit
had been devsioped for the client to = 1 09/04/11
participate in a toothbrushing program as
recommended in the assessments.
W 249, 483.440(d)(1) PROGRAM IMPLEMENTATION W 249
 As soon as the interdisciplinary team has i
formulated a client's individual program pian,
each client must receive a continuous active
treatment program consisting of needed
intervenfions and services in sufficient number
and frequency to support the achievement of the
objectivas identified in the individua! program ]
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i The finding includes:

: Client #3 was observed on July 18, 2011, from
. 4:12 p.m. (when he and his peers arrived home

' facifity and began administering medications at

Continued From page 4

This STANDARD is not met as evidenced by.
Surveyor: 18886

Based on observation, staff interview and record
review, the facility failed to ensure clients
received continuous active treatment, for one of
the three clients in the sample. (Client #3)

Observations, interviews and record review
revealed that Client #3 did not participate in his
exercise program to ride a stationary bike, as
evidencad by the following:

from day program) untit 8:00 p.m. Upon his
arrival home, he went to his bedroom and used
the bathroom. At 4:30 p.m., his housemates had
asnack. Staff went up to the clients bedroom
and asked if he wanted to have a snack. From
4:36 p.m,, until 5:20 p.m., the client stayed in his

_bedroom. At 5:30 p.m., the client came

downstairs and watched television. Staff

. attempted to get the client to play table top

games. He played for approximately 10 minutes
and then indicated he "played enough.” At 5:50
p.m., Client #3 assisted with sefting the table for
dinner. He put the placemats and glasses on the
tabie in preparation for dinner. At6:03 p.m,, the
client and his peers ate dinner until 6:30 p.m. At
6:40 p.m., the medication nurse arrived in the

6:50 p.m. At7:35 p.m., the client went upstairs.

W 249
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Interview with the direct care staff pn Juty 18, - The QIDP will train staff
2011, at 7:45 p.m., revealed that Client #£3 i on accurate
* requestad o have his shower and staff assisted - i
himn. documentation of
On July 19, 2011, at 1:00 of Cl program goals
n July 19, » at 1:00 p.m., review ient - o
#2's Individual Program Ptan (iPP) dated October The facility’s House
25, 2010, revealed a program objective which Manager and QIDP will
stated, "Three times per week, given physical on a weekly basis
assistance, he will ride a stationary bike for five monitor implementation
minutes per session, imes three sessions (15 .
| minutes) 60% of recorded trials per month.” He and documentation of
was 10 receive said training on Mondays, program goals for all
Wednestiays and Fridays. However, Ciient #2 i i A
and facilty staff od o 2y, July clients in the facility to
18, 2011, from 4:12 p.m. until 8:15 p.m. and at no ensure accurate data
time was an exercise activity observed during the collection. Monitoring of
observation period. . program implementation
Interview with the House Manager and QIDP on and data collection will
July 19, 2011, at approximately 10:30 a.m., be carried out for three
| confirmed that the client did not participate in the months to ensure that
{ exercise activity. ignificant emphasis is
W 331 483.460(c) NURSING SERVICES W 331 significant emphasi
' put on accurate data
| The facilty must provide clients with nursing collection by staff
services in accordance with their needs. - Data on program goals
will be reviewed monthly
This STANDARD is not met as evidenced by: by the QIDP to ensure
Surveyor: 18886 . .
Based on observation, staff interview and record ?onSIStencv “.1 program
| review, the facility's nurse failed to provide each implementation and data
- client with nursing services in accordance with collection 09/04/11
their n , for two of the clients residing inthe |
 facility. (Clients #1 and #4) '
The findings includes:
FORM CMS-2587{02-99) Previous Vertions Obsolats . Facitity ID: 09GO58 i continuation sheot' Page 6 of 11
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Continued From page 6 W 33 W1
1. On July 18,2011, 2t 4:25 p.m., Client #1 was - The facility’s Registered
" observed entering the facility using a seated rolier Nurse, will on a weekly
; walker. During medication observations on July basis review all medical
- 18, 2011, at 7:15 p.m., revealed Client #1
receiving Seroquel 25 mg. Inerview with the records to ensure that
licensed practical nurse (LPN) after the , recommendations are
med:cauon administration revealed that the client carried out in a timely
schizc';:.n‘r!\l;:i;.ﬂed ‘oation for his diagnass of manner for all clients in
the facllity.
5::’;“ of ,Cl?"t:t"'a?: ’;‘ed’m' record on July 19, - - Atracking system will be
g S B, e b put i place 1o capture
dated May 16, 2011. The psychiatrist ' recommendations and
; recommended that the client see a neurologist timely follow-ups. f
. g:m:ﬂde:mnm m:::nzzmz‘"ew °f" - On aquarterly basis, the |
. dated March 2011. : facility’s RN and QIDP will |,
: ' review all medical
i Interview with the LPN on July 19, 2011, at ds t that
approximately 10:30 a.m., indicated that she records to ensure tha
schedules all medical appointments for Client #1. recommendations are
Eahg ﬁ;trther c:onﬁrmedlethaﬂrt'hae neurology consult adhered to in a timely
not been schedule. re was no evidence
that a neurology consuit had been made after the manner. 09/84/11
psychiatrist made the recommendation for
consultation.
2. The facility's nurse failed to ensure that
| medications were properly destroyed, for one of :
- the three dlients in the sample.
' During medication administration on July 18,
2011, at 7:15 p.m., revealed the medication nurse
dropped twe of Client #1's Divalproex ER tablets
(one on the counter top and one on the floor).
FORM CMS-2567(02-09) Previous Versions Obsoiete Event 1D: QXWL11 Facility (D 09G0SE If continuation M Page 7of 11
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W 331 Continued From page 7 W 331
i Interview with the medication nurse at 7:42 p.m., W331,2
indicatedithat she was going ls:':ush the tablets - The medication nursgs. *
down the toillet At 7:58 p.m., the medication iil be in- :
nurse was observed putting the two tablets ina ;m . be " se!'\nced on the
medicine cup and adding water. in an interview acility’s policy of
she indicated she put the water in the medicine discarding medication
cup to dissolve the tablets. At 8:01 p.m,, the - n
medicatian nurse flushed the undissolved tablets Once monthly, the
down the foilet. , facility’s RN will request
; the LPNs of the facility to
‘ Interview with the Reglswred Nurse (RN) on July : demonstrate the proper
19, 2011, at approximately 10:30 a.m., rovealed cedure f . -
that medications should be disposed of by procedure for discarding -
crushing the medications, putting it into a zip lock medication 09/04/11
bag, along with coffee or tea grounds.
Review of the facility’s policy on July 20, 2011, at
! 11:15 a.m., confirmed mRN's interview on
: discard of icatibns.
'ﬂﬂldlsposms W33L3
~ 3. [See W386]. The facility falled to maintain - Cross Reference W 386
records of the receipt and disposition of all
controlied drugs, for one of three clients in the W 331 4
sample. s
- Cross Reference W 369
4. [See W369] The facility falled to ensure that
medications were administered without error, for
one of tha five clients residing in the facility.
W 369 | 483.460(K)(2) DRUG ADMINISTRATION W 368
: The system for drug administration must assure |
: that all drugs, including those that are
. self-administered, are administered without error. |
.? H
This STANDARD is not met as evidenced by:
Surveyor. 18886
Based on observation, interview and record
FORM CMS-2587{02-99) Previous Versions Cheolete Ewvent ID: QXWL11 Fat;llly!):m If continuation sheet Page 8 of 11
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W 369 | Continued From page 8 W 369 W 369
review, the facility failed to ensure that
medications were administered without eror, for - The facility’s medication
one of the five clients residing in the facility. nurses {LPNs} will be in-
{Client #4) serviced on proper
The finding includes: docu'mentation of
medication not
Observaznn of the medication administration on administered
July 18, 2011, at 6:50 p.m., revealed Client #4 . e .
was administered Lactulose, Simvastatin, . The facility’s RN will on a
Zyprexa, Mirtazapine, Tegretol, Benztropine and weekly basis review all
! Metoprolol tart. On the same day, at 7:40 p.m.,, Medication
! review of the client's medication administration . .
' record (MAR) and curent physician orders, Administration Records
. revealed that Theophylline ER was ordered, but (MAR] to ensure that
. not administered during the evening medication medications are correctly | ;
pass. charted as specified '
Interview with the nurse on July 18, 2011, at 7:45 - Once monthly, the
p.mi.ab‘erewaled that Theophyliine ER was not facility’s RN will request
avai . Further Interview reveaied that the
Registered Nurse (RN) contacted the Primary the LPNs to demfmstrate
Care Physician and he ordered o skip the the proper charting of
medlcauﬁ ‘B . A telephone order dated July 18, medications not
2010, at B:00 p.m., revealed a telephone order to : ini
skip the medication until pharmacy deliver. The administered. 09/04/11
MAR, however, failed to document why the client
: did not receive his prescribed medications. ;
W 386 ' 483. (4) DRUG STORAGE AND W 386
| RECO PING o ;
The facilly must, on a sample basis, periodically
reconcile the receipt and disposition of ail
confrolied drugs in schedules H through IV (drugs
subject to the Comprehensive Drug Abuse
Prevention and Control Act of 1970, 21 US.C. .
801 et sex., as implemented by 21 CFR Part :
308). |
I
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W 386 | Continued From page 9 W 386
. This STANDARD is not met as evidenced by:
Surveyor: 18886 -
Based on observation, staff interview, and record
verification, the facility failed to maintain accurate
records of the receipt and disposition of all
controlled drugs, for one of three clients in the
sample. (Client #3 ).
The finding includes:
1 W 386
+ The faﬂli‘g’r_ failed 'ni:;o Pf?mecmﬁmwn’: m - - The facility’s RN will train
accurate disposition o u
- Drug (Vicodin) prescribed for Client #1 2 the LPNs on correct
evidenced by: charting of the receipt
Observation of the o medication and disposition of
erva evening pass pn
July 18, 2011, at 7:15 p.m., revealed that Client controiled substances
| #1 was administered Phenobarbital 60 mg. - Once monthly, the
ththe & ’ p facility’s RN will request
Interview with the ficensed practical nurse (LPN)
after the medication administration revealed that the LPNs to demonstrate
the client received the aforementioned medication the proper procedure for
for his diagnosis of seizure disorder. She further charting of controlled
indicated that the medication was a Scheduled |If substances
controlled substance. Review of the individual A
resident's controlled substance record on July 18, - The RN wili conduct
| 1 2011, revealed that there were thirteen tablets in . * monthly audits of all
the package Seconds later, the surveyor MARS an
! counted the Phenobarbital pills and there were bRs and controlled
' fifteen pilis. The LPN confirmed the that there substances to ensure
- was a total of fifteen pills. 5 proper documentation 09704711
| Interview with the registersd nurse (RN) and LPN
on July 18, 2011, at approximately 11:50 a.m.,
reveaied that the pharmacist had sent three pills
in late June 2011. Further interview indicated that i
FORM CMS-2587(02-99) Previous Versions Obsoleln Event ID: CO0OWL14 Facility ID: 09G0568 If continuation MPage 10 of 11
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interview,

W 386 | Continued From page 10

a separate individual resident’s controlled
substancs sheet should have been completed for
the additional three tablets sent in June 2011.
However there was no individual resident's
controlled substance record to verify the nurse’

There was no evidence that the facility's staff
correctly recorded the receipt, disposition and
monitoring of the receipt or disposition for the
Controlied Schedule il Drug {Phenobarbital).

W 388
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1080

INTIAL COMMENTS

Surveyor: 18886
A licensure survey was conducted from July 18,
2011 through July 20, 2011. A sampie of three

| residants was seiected from a poputation of five

men with various mtallectual and developmental
disabilities.

The findings of the survey were basad on
observations at the group home and at one day
program, interviews clients and staff and the
review of clinical and administrative records,
including incident reports.

3504.1 HOUSEKEEPING

The interior and exterior of each GHMRP shall be
maintained in a safe, clean, orderly, attractive,
and sanitary manner and be free of
accumulations of dirt, rubblsh and objectionabie
odors.

This Statute is not met as evidenced by:
Surveyor: 18326
Based on observation and interview, the Group

.+ Home for Persons with Intellectual Disabilities
- (GHPID) failed to maintained the interior and
i exterior of the facility in a safe, ciean, orderly,

attractive, and sanitary manner.
The findings include:

' Observations during the environmental wak-thru

and interview with the House Manager {(HM) on

[ July 18, 2011, beginning at approximately 11:20

a.m., revealed the following:

1. The kitchen wall above the stove had grease
onit. The hood above the siove had grease on it.

000
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and vermin,

Surveyor: 19326

residents.

- The finding includes:

the same area.

This Statute is not met as evidenced by:

Based on observation, the facility failed % ensure
the environment was free of insects, rodents and
vermin, to ensure the heaith and safety of all

- On July 19, 2011, at approximately 11:30 am., it
. was revegied by a survey team member that
roaches were observed crawling on the kitchen
counter top. At approximately 11:45 a.m., while
conducting an environmental inspection, roaches
were again observed crawiing under the kitchen ' E
sink and there were dead roaches observed in 5
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1080 Continued From page 1 1 090 1 0%
| 1. The hood has been
: 2. The second fioor hall bathroom ceiling has cleaned
water damage and chipping and peefing paint. 2. The second floor hall
3. In resident #4's bedroom there was an bathroom has been
; accumulation of dead bugs on the ceiling light repainted
; 1ens cover. 3. The ceiling light lens
4. In the basement behind the washing machine, cover has been cleaned
an accumiation of dust was observed. 4. The area behind the
The above cited deficienci knowledaed washing machine has
by the facility House Manager on July 21, 2011 at been cleaned
approximately 1:00 p.m. who indicated she would - Once monthly, the
get on these m right away. facllity’s maintenance
082 3504.3 HOUSEKEEPING 1092 division anc! the House
Manager will conduct
Each GHMRP shall be free of insects, rodents internal and external !

environmental audits to
ensure compliance with
regulatory standards os7i2/11

]
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Following the environmental inspection, interview - Ameeting was held with
with the manager (HM) revealed that the the pest control
facility was just sprayed for the roaches on July :
18, 2011, and that the facilily had a current :ontl:actor to-dlscuss the
contract with a pest control company. On July 18, eficient finding. A
2011, at approximately 12:15 p.m., review of the rigorous approach to pest
previous invoices revealed the facility had been termination
treated for roaches on June 6, 2011, June 20, rmh ::’ “':s
2011, July 5. 2011, and July 11, 2011. Itwas promised by the
pointed aut to the HM the invoices only indicated exterminator
“ Fn‘:! ":39 services took tg':"? ?':1:':“ not "y - Once monthly, the
, indicate what was used imin condition. .
| Also, it was brought to the attention of the HM extt?rmmator will conduct
that the pest control company failed to sign the environmental audits to
visitor's log when thay were in the facility. The determine the
HM these findings this same day, .
and feels that they have a confract with a pest effectiveness of
control company not able to provide a insect free treatment
environment. - The facility’s House
The facility failed o ensure an insect free Manager will also
environment as required by this section. conduct monthly
environmental inspection
1206, 3509.6 PERSONNEL POLICIES 1 206 to ensure effectiveness of
Each employee, prior 10 amployment and treatment. 08/12/11
annually thereafter, shall provide a physician's
certification that a health inventory has been
performed and that the employee ' s heaith status
would allow him or her to parform the required
duties.
This Statute is not met as avidenced by:
Surveyor; 19326
Based on interview and record review, the group
home for persons with intellectual disabilites
{GHPID) failed to show evidence of a physician's
Health Reguiation & Liceasing Adminisiration
STATE FORM L] OXWL1H1
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1206 | Continued From page 3 | 208 1 206
certification that documented a health inventory - The employee has ;
had been perfonnedrds re.vnge %‘I!E)n?‘fmlwelve ‘(é?-‘)) submitted a current !
employee reco j . yees : '
Further, no current physicians certification was health certificate
documented for consultants, two LPNs the - The LPNs, the pharmacist,
Pharmacist or the Occupational Therapist. and the occupational
The findings include: therapist ITave submitted
health certificates .
On July 19, 2011, beginning at approximately ety certifying that they are é
12:30 p.m., a review of the personnel reco . i
revealed that one of twelve employees did not fr:ee of communicable '
have a current health certificate, for employees diseases
#3, norwas there evidence that two LPN's, the - The facllity’s Assistant
Pharmadist or the Occupational Therapist had s
been certified free from communicable diseases. Administrator will
This was acknowiedged by the Program Manager conduct monthly audits
(PM) on the same day at approximately 3:00 p.m. of personnel and
consultant records to
1401} 3520.3 PROFESSION SERVICES: GENERAL | 1401 ensure compliance with
PROVISIONS :
regulatory standards. |
Professional services shall include both diagnosis (08712711
and evaluation, including identification of g
developmental levels and needs, ireatment :
sefvices, and services designed o prevent
| deterioration or further loss of function by the
; resident.
This Statute is not met as evidenced by:
i Surveyor: 18886 -
, Based on cbservation, interview and record
: review, the Group Home for with Intellectually !
| Disabilities {GHPID) failec to ensure professional
l sefvices were provided in accordance with the
recommanded needs, for two of the five residents
residing in the facility. (Residents #1 and #4)
i The findings include: :
i
Health Regulation & Liconsing Administration
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1. On July 18, 2011, at 4:25 p.m., Resident #1 The facility’s Registered
Tollr watker. D merdiomton obsauatons on Nurse will, on a weekly
ro 1 ng son . . .
July 18, 2011, at 7:15 p.m., revealed Resident #1 basis review all medical
" receiving Seroquel 25 mg. Interview with the records to ensure that
licensed practical nurse (LPN) after the recommendations are
of schizophrenia. manner for all clients in
of Resident #1's medical record on July the facility.
Review ident #1's ica on Ju . .
19, 2011, beginning at 8:45 a.m., revealed a A tr?cklng system will be
psychotropic medication review consultation form putin place to capture
dated May 16, 2011. The psychiatrist recommendations and
recommended that the resident see a neurologist ; .~
due io his deterioration in gait. Further review of timely follow-up.
 the medical record revesled & neurologist consult On a quarterly basis, the
 dated March 2011, facility’s RN and QIDP will
Interview with the LPN on July 19, 2011, at review all medical
approximately 10:30 a.m., indicated that she records to ensure that
schedules all medical appointments for Resident recommendations are
#1. She further confirmed that a neurology adhered to in a timel
consult had not been schedule. There was no ed imely
evidence that a neurology consult had been made manner.
after the psychiatrist made the recommendation 09/04/11
for corisultation.
. 2. The facility's nurse failed to ensure that
medications were properly destroyed, for one of
the three residents in the sample.
During medication administration on July 18,
2011, at 7:15 p.m., revealed the medication nurse
dropped two of Resident #1's Divalproex ER
tablets (one on the counter top and pne on the
floor).
Interview with the medication nurse at 7:42 p.m.,
indicated that she was going to flush the tablets
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1401| Continued From page 5 1401 T 401,2 !
down the toilat At 7:58 p.m., the medication - The medication nurses or |
nurse was observed putting the two tablets ina ill be in-servi
medicine cup and adding water. In an interview LPNs will be in-serviced
she indicated she put the water in the medicine on the facility’s policy of
cup to digsolve the tablets. At 8:01 p.m., the discarding medication
m p;trse flushad the undissolved tablets - Once monthly, the
wn facility’s RN will request

Interview with the Registerad Nurse (RN) on July the mediation nurses to
that medications should be disposed of by edure for di pc:;:;e
crushing the medications, putting it into a zip lock procedure scarding
bag, along with coffee or tea grounds. medication (09704711 |
Review of the facility's policy on July 20, 2011, at
11:15 a.m., confirmed the RN's interview on
discarding/disposing of medications.
3. [See W386]. The faciitty failed %o maintain I 401,3

_ records of the receipt and disposition of all - Please refer to W 386

i controlied drugs, for one of three residents in the I 401,4
sample. - Please refer to W369
4. [See W369]. The facility failed to ensure that
medications were administerad without emor, for
one of the five residents residing in the facility.

1 4201 3521.1 HABILITATION AND TRAINING 1420

Each GHMRP shall provide habilitation and
training to its residents to anable them 10 acquire
and maintain those life skills needed to cope
more effectively with the demands of their
environments and {o achieve their optimum levels
of physical, mental and social functioning.
This Staiute is not met as evidenced by
Surveyor: 18886

. Based on observation, staff interviews, and

| record review, the Group Home for Mentally

Health Reguiation & w Administration
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Continued From page 6

Retarded Persons (GHMRP) failed to ensure that’
residents received continuous active treatment
program in accordance with recommendations
made by the interdisciplinary team (IDT), for two
of the three residents in the sample. {Residents
#1 and #2)

. The findings include:

1. During dinner observations on July 18, 2011,
at 6:00 p.m., revealed Resident #1 with missing
top teeth. Interview with the staff indicated that
he does not require a modified diet texture during
meals.

Review of Resident #1's medical record on July
19, 2011, beginning at approximately 8:45 a.m.,
revealed a dental consultation form dated
February 8, 2011. The consultation form noted
that the resident had heavy tarter with heavy
bleeding. It was recommended that he needed
assistance with brushing his teeth two to three
times per day.

Review of the Resident #1's Community & Home
Life Assessment dated October 8, 2008, on July
19, 2011, at 10:00 a.m., revealed a section

' labeled oral hygiene. The assessment indicated
. that the nesident required physical assistance to

brush hig teeth thoroughly and flossing. Review
of the IPP dated October 5, 2010, on July 19,
2011, at 11:00 a.m., revealed no evidence of
training programs to address the aforementioned
recommendations included in the comprehensive
functional assessment.

The Qualified Intellectuai Disabilities Professional
(QIDP) verified on July 19, 2011, at approximately

' 12:45 p.m., that no training programs had been

developed for the resident to participate in a

1 420
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*
toothbrushing program as recommended in the - The Qualified Intellectual
! assassments. _ Disabilities Professional
. 2. During dinner observations on July 18, 2011, (QIDP) will review dental
a 6:03 p.m., revealed Resident #3 eating a finely consults for all clients in
chopped dinner. He was aiso observed with the facility
missing eeth. Interview with the staff indicated
that hr;gdm required a finely chopped diet. - Individual Program Plan
' Re of Residont £8's medical record (IPP) of tooth brushing l
view i 's medical on July :
18, 2011, beginning at approximatsly 2:50 p.m., gf“ be developed ;°’
revealed a dental consuiltation form dated March ients#1,#3, an
i 15, 2011. The consuttation form noted that the others affected by this
i resident had heavy tarter with moderate bleeding. deficiency
i It was recommended that he needed assistance
! with brushing his teeth two to three times per day. - The QIDP will traln staff
_ on implementation of the
Review Of the Resident #3's Communily & Home rogram oals
Life Asssssment dated January 9, 2009, on July ) :;r gram g Is will be
19, 2011, at 4:00 p.m., revealed a section labeled ogram goais wi
. oral hygiene. The assessment indicated that the reviewed quarterly by the
. resident required physical assistance tD brush his DP for progres l
teeth thoroughly and flossing. Review of the IPP g P id s or lack
dated January 11, 2011, on July 19, 2011, at4:30 progress a
- p.m., revealed no evidence of training programs modification made as
to address the aforementioned recommendations deemed fit. 09704711
included in the comprehensive functional
assessment.
. The Qualified Intellectual Disabilities Professional
- {QIDPY) verified on July 19, 2011, at approximately
12:45 p.m., that no training programs had been
: developed for the resident to participate in a
* toothbrushing program as recommended in the
- assessments.
1422 3521.3 HABILITATION AND TRAINING 1422
Each GHMRP shall provide habiiitation, training
_and assistance 1o residents in accordance with
Health Reguiation & Liceasing Administration
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' the resident ' s Individual Habilitation Pian.

This Statute is not met as evidenced by:
Surveyor. 18886

Based on observation, interview and record
review, the Group Home for Persons with
Intellectual Disabilities (GHPID) failed to ensure
that residents received habilitation and assistance
as presctibed in their individual Support Pian, for
one of the three residents in the sample.
(Resident #3)

The findings inciude:

Observations, interviews and record review
revealed that Resident #3 did not participate in
his exercise program to ride a stationary bike, as
evidencad by the following:

Resident #3 was observed on July 18, 2011, from
4:12 p.m. (when he and his peers amived home
from day program) until 8:00 p.m. Upon his
arrival home, he went fo his bedroom and used
the bathroom. At 4:30 p.m., his housemates had
a snack. Staff went up to the residents bedroom
and asked if he wanted to have a snack. From
4:36 p.m,, until 5:20 p.m., the resident stayed in
his bedroom. At 5:30 p.m., the resident came
downstairs and watched television. Staff
attempted to get the resident to play tabie top
games. He played for approximately 10 minutes
and then indicated he "played encugh.” At 5:50
p.m., Resident #3 assisted with setting the table :
for dinner. He put the placemats and glasses on %
the tabie in preparation for dinner. At6:03 p.m., . , :
the resident and his peers ate dinner until 6:30 i
i p.m. At6:40 p.m., the medication nurse arrived '
- in the facility and began administering

- medications at 6:50 p.m. At7:35 p.m,, the

. resident went upstairs. Interview with the direct
Health Reguiation & Licesing Administration ‘
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care staff on July 18, 2011, at 7:45 p.m., revealed - The facility’s QIDP will
that Resident #3 requested to have his shower train staff on accurate
and staff assisted hir. documentation of
On July 19, 2011, at 1:00 p.m., review of program goals
Resident #2's individual Program Pian (iPP) - The facility’s House i
dated October 25, 2010, revealed a program . ’
' obi ich stated, “Thres times per week. Manager and QIPP will ;
. given prmml assistance. he will ride a stationary on 3 weekly basis I
- bike for five minutes per session, times three monitor implementation |
sassions (156 minutes) 60% of recorded trials per f
month.” He was to receive said training on and documentation of
Mondays, Wednesdays and Fridays. However, program goals for all
Resident #2 and facility staff were observed on clients in the facility to
p.m. and at no time was an exercise activity Hecti .,
observed during the observation period. coilection. Monitoring of
program implementation
3"“;’:';‘; ;I;T ‘hte House Manag% ggd QIDP on and data collection will
uly 19, , at approximately 10:30 a.m., .
confirmed that the resident did not participate in be carried out for three
the exercise activity. months to ensure that
significant emphasis is
put on accurate data
collection by staff
- Data on program goals
will be reviewed monthly
by the QIDP to ensure
; consistency in program
implementation and data
collection. 09/04/11
aith Regulation & Licansing Administration
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